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CASE HISTORY
A man aged 50 who had been travelling in Africa and South Central Asia reported a three-day history of intermittent right hypochondrial pain radiating to the back, with fever, rigors and jaundice. On admission he was pyrexial, moderately dehydrated, tachycardic and icteric with tenderness and localized guarding in the right hypochondrium. White cell count was 17.5610 9 /L, serum bilirubin 25 mmol/L, alanine aminotransferase 46 IU/L, alkaline phosphatase 135 IU/L and amylase 135 IU/L. Plain chest and abdominal radiographs were not informative, and an initial ultrasound revealed a normal gallbladder with a 6 mm common bile duct. Over the next 48 hours the signs of sepsis increased, with hypotension, tachycardia, dyspnoea, oliguria and right hypochondrial pain. Liver function tests worsened. These features indicated fulminant ascending cholangitis, which was managed with central venous monitoring, intravenous colloids and antibiotics (including tazocin, metronidazole and gentamicin). A computerized tomographic (CT) scan revealed a low attenuation area in segment IV of the liver consistent with a hepatic abscess, aspiration of which yielded haemopurulent¯uid. Blood tests for hepatitis and malaria were negative. A hydroxyl iminodiacetic acid scan revealed normal uptake in the gallbladder, and endoscopic retrograde cholangiopancreatography indicated that the biliary tree was non-obstructed. Hepatic abscess was diagnosed, but investigations including colonoscopy, stool culture, and an abdominal CT scan did not locate the original source of infection. A repeated ultrasound of the abdomen revealed an oedematous gallbladder. At laparoscopy a long ®ne object, later identi®ed as a chicken bone, was seen penetrating the common bile duct, having perforated the ®rst part of the anterior duodenal wall. The bone was removed, the common bile duct was repaired and a laparoscopic cholecystectomy was completed. The gallbladder contained no stones and the histological picture was of chronic in¯ammation.
COMMENT
Foreign-body perforation of the gastrointestinal tract occurs from the oesophagus 1 to the rectum. In a series of eleven cases, ®sh, chicken or meat bones caused nine of the perforations 2 . Two cases similar to ours, with common bile duct or hepatic injury from antral or distal gastric perforation, have been reported over the last eighteen years 3,4 . Often the patient can offer no relevant history; Aird 5 suggested that even a sharp object may go unnoticed by a patient with an upper denture plate affecting palatal sensation. In the absence of radiographic and other pointers, diagnostic laparoscopy may give the answer. 
